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FIGURE 3a. 
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Claims arrive by mail. 
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Claim processing through Diamond 1 07 



Ul claims are d£ 
batched 


te stamped anc 
by day. 
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Claims are entered Into HSD'a 
Diamond 950 C/S. 




Reprice to Araz fee schedule. 



115 



117 Enter pricing on claims for othei 
PPOs or Out-of-networtt 
providers. 



Adjudicate claims against 
employers benefit plan. 
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Post completed dalms in 
Diamond. 
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NlghUy extract of posted claims 
into FDS. 



Financial Disposition System (FDS) 
completes processing from here through 
EOB creation 



Weekly audit (clean, 
questionable and Invalid ctainu 
report of all claims coming into 
FOS. 



Employer funding request 
created for all dean claims. 
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FIGURE 3b. 



released ^\ 



Employer dalms 
when funding confirmed tram 
bank. 



Financial responsibility 
calculations completed. 
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EOP (Explanation of Provider 
Payment] created along with ar 
Internal Audit Control report 
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Platinum G/L & A/R feeds. 
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Produce EOBonly. 
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Produce EOS (Explanation of 
Benefits) and consolidated 
statement. 



Mei) consumer 
EO 


statements and 
Bs. 
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Monthly reports completed and 
distributed. 
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Cyde completed. 
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LJ _ W ^ T ii .^-^^^ Hi. PATIENTS BIRTH DATE 717^ 

MM t 00 , YY 



" PATIENTS NAME (Ust Name. First Name. MJddto Initial) 



SEX 

!!_□ iQ. 



(FOR PROGRAM IN ITEM 1 ) 



4. INSURED'S NAME ILast Name. Fa* Noma, Middle Initial) 



5. PATIENTS ADDRESS (No.. Street) 



CITY 



STATE 



ZIP CODE 



TELEPHONE (Include Area Code) 

( ) 



6. PATIENT RELATIONSHIP TO INSURED 

Soil □ SpousaQ ChfldQ OtfwQ 
8. PATIENT STATUS 

StngtaQ Married Q Other | | 

Employed i — i Ful-Tlrnei — i Part-Time r--| 
I I Student I I Student | | 



ZIP CODE 



9. OTHER INSURERS NAME (Lasl Name, First Name. Midcte initial) 



STATE 



TELEPHONE (INCLUDE AREA CODE) 

( ) 



a, OTHER INSURED'S POUCY OR GROUP NUMBER 



OTHER INSURED'S DATE OF BIRTH SEX 

i 00 :" I^D XL 



C EMPLOYER'S NAME OR SCHOOL NAME 



10. IS PATIENTS CONDITION RELATED TO: 

a. EMPLOYMENT? (CURRENT OR PREVIOUS) 

QYES QNO 

b. AUTO ACCDENT7 PLACE (Slate) 

QYES QNO , , 

C- OTHER ACCIDENT? 

QYES 



1 1. WSURED-S POLICY GROUP OR FECA NUMBER 



a. INSURED'S DATE OF BIRTH 
MM i DO i YY 



SEX 



□ 



b. EMPLOYER'S NAME OR SCHOOL NAME 



c. INSURANCE PLAN NAME OR PROGRAM NAME 



d. INSURANCE PLAN NAME OR PROGRAM NAME 



104. RESERVED FOR LOCAL USE 



d. IS THERE ANOTHER HEALTH BENEFIT PLAN? 

P~|vES | | NO tf yw, rarum to and complete tern 9 a-d. 



■ READ BACK OF FORM BEFORE COMPLETING A SOWING THIS FORM. 

12. PATIENTS OR AUTHORIZED PERSON'S SIGNATURE I authorize the release # ^'^^^J^^^U^f^ 
to process this datra. I aho request payment ol government benefit! efttw to myself or to the party who accepts assignment 



DATE. 



13. INSURED'S Oft AUTHORIZED PERSON'S SIGNATURE I authorize 
payment ol medical benefits to the undersigned physician or suppfief to* 
services described below. 



SIGNED. 



=f4. DATE OF CURRENT: 
MM I 00 I YY 



< 



ILLNESS (First symptom) OR 
INJURY (Accident) OR 
PflEGNANCY(LMP) 



f 7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 



15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 
GIVE FIRST DATE MM I DD | YY 



16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCLVAJJON 
MM i OD I YY MM i DO | YY 

FROM I J TO 



17a. I.D- NUMBER OF REFERRING PHYSICIAN 



IB. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 
MM , DO i YY MM , DO , YY 

FROM ; j TO J t 



19. RESERVED FOR LOCAL USE 



20. outside lab? 
□yes Qno 



$ CHARGES 



21. OIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2,3 OR 4 TO ITEM 24E BYLINE) - 

% I 3. I 



1 



22. MEDICAID RESUBMISSION 
CODE , 



ORIGINAL REF. NO. 



23. PRIOR AUTHORIZATION NUMBER 



^2. l_ 



Fr DATE(S)OFSERVK:E To 
00 YY MM DO YY 



Place 
of 

Service 



Type 
of 

Service 



PROCEDURES, SERVICES. OR SUPPLIES 

(Explain Unusual Circumstances) 
CPT/HCPCS I MODIFIER 



OIAGNOSIS 
CODE 



S CHARGES 



OR 

UNITS 



Family 
Plan j 



EMG 



RESERVED FOR 
LOCAL USE 



25. FEDERAL TAX LO. NUMBER 



SSN EiN 



26. PATIENTS ACCOUNT NO. 



27. ACCEPT ASSIGNMENT? 
JjFai govt claims, see back) 

□ YES □ NO 



28. TOTAL CHARGE 
S I 



29. AMOUNT PAID 
I 

$ t 



3a BALANCE DUE 

i : 



31. SIGNATURE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR CREDENTIALS 
(I certify that the statements on the reverse 
apply to this oil and are made a part thereof.) 



32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 
RENDERED (» other than home or office) 



33. PHYSICIAN'S. SUPPLIER'S BILLING NAME, 
A PHONE* 



GRPf 



ADDRESS. ZIP CODE 



{APPROVEO BY A MA COUNCIL ON MEDICAL SERVICE 5788} 



PLEASE PRINT OR TYPE 



APPROVED OMB~O93a-0008 FORM HCFA- 1 500 (1 2-90). FORM RRB-1 500. 
APPROVEO OMB- 121 5-0055 FORM OWCP-15O0, APPROVED OM9-0720-000I (Ch 



3 V # 6wnr ^ 




R> a u i OEe's 



s 



Payment Amount: 



May 6, 1999 
Check* 6759 
$105.39 













Patient 
Account » 


Patient Name 
(First, Last) 


Service 
Date(s) 


Service 
Code(s) 


Units 


Billed 
Charges 


Network 
Discount 


PPO 


Contract 
Amt 


Non- Covered 
Benefit 


Other 


Payment Irom 
HealthEZ 


Patient 
Owes 


Claim 
Number 



199M101C 

ALLERGY & ASTHMA SPECIALISTS PA 



1990M101C 

ALSRGY & ASTHMA SPECIALISTS PA 





951 IS 1 


21.00 


5.00 


ARZ 


16.00 


0.00 


0.00 


16.00 


0.00 




Claim Totals 


$21.00 


ilbo 




$16.00 


0.00 


$0.00 


$16.00 


$0.00 


04/01/99 


69190 1 


27.00 


13.84 


ARZ 


13,16 


0.00 


0.00 


13.16 


0.00 


04/01/99 


99214 1 


107.00 


30.77 


ARZ 


76.23 


0.00 


0.00 


76.23 


0.00 




Claim Totals 


SI 34.00 


44.61 

«7iT 




$89.39 


0.00 


$0.00 


$89.39 


$0.00 


Totals _ 


$155.00 




$105.39 


0.00 


$0.00 


$105.39 


$0.00 



139651 



13965£ 
139656 



f ftt&estions legating payment on the above claim (s) drat I yoor inquires lo: 



Telephone Number i 



INC. 

"CLAIMS CLEARING ACCOUNT" 

4550 W. 777H ST., SUITE 240 
MINNEAPOLIS, MN 55435-5007 



6759 



May 6, 1999 




<6759< 



: 091014898: 



115140: 
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John Doe 
555 Oak Street 
Anytown, MN 55565 




2is. I- 



4 



PLAN SPONSOR'S LOGO 



En^aovee ID number 
Statement date 
New balance 

Credit option minimum payment due 
Payment must be received by 

Amount enclosed 



Ptease detach and return trw coupon wlh your check payable to HeaflhEZ. he. 

Indicate change in addrese and/or telephone numbtf below: 

Streei 

City. State, Zip 



123-45-6789 
26-OCV38 
90.00 
25.00 
20-NOV-38 



) 



(CUT ALONG DOTTED LINE) 



Naw Batence Summary 

Previous balance " $ 30.00 

Payments & credits $ 30 00 

New transactions $ 90.00 

Financecharges & lees_ $ . _„-_„ 

New balance as of 10/26/98 $ 90.00 

Credit Available 



Credit limit 
New balance 



$ 1.50000 
S 90.00 



Credit available 



$ 1.410.00 



Transactions f or.ths current pvU^^m^M^^ ^ 



Payment Data 



10/02/4998 



Patient 



10/0|£1998 

in 

10/09W998 
10/>^4998 



10/16/1998 



Martha 



Susan 



Robert 



Martha 



Account A Payment tatbnmtion_ 

Employee name 
Employee ID number 
Statement date 

Credit option minimum payment due 
Payment must be received by 



John Doe 
123-45-6789 
26-Oct-98 
26.00 
20-HOV-98 



Your Resources far Help 

(612)896-5451 
(888) 586-6516 



•Ptease see the fotowmg. paoe(s) for you- detadeO e 



ProviderfSvc. Date 


Claim Summary* 




OB/GYN & Infertility. PA 




62.00 


Edina. MN 


Billed amount 


09/0471998 


Health EZ discount 


-14.40 




Employer payment 


-32.60 




Employee responsibility 


16.00 


Metropolitan Pediatrics 




46.00 


Edina. MN 


Billed amount 


09/08/1998 


Health EZ discount 


-2.30 




Employer payment 


-28 70 




Employee responsibility 


16.00 


Metropolitan Pediatrics 




46 00 


Edina. MN 


Billed amount 


09/08/1998 


Hearth EZ discount 


-2.30 




Employer payment 


-28 70 




Employee responsibility 


16.00 


Aspen Medical Group 




212.00 


Minneapolis. MN 


Billed amount 


09/28/1998 


Heatth EZ discount 


-85 46 




Employer payment 


-111.54 




Employee responsibility 


16.00 


South Lake Pediatrics 




62.00 


Minnetonka. MN 


Billed amount 


09/29/1998 


HearthEZ discount 


-17.11 




Employer payment 


-29.89 




Employee responsibility 


16.00 


Metropolitan Pediatrics 




64.00 


Edina. MN 


Billed amount 


10702/1998 


HearthEZ discount 


-7.00 




Employer payment 


-42.00 




Employee responsibility 


. 16.00 




Total Duo to rieaJthEZ 




lnafton or Denefrts 













r Customer Service 
B Customer Service 



Due to HearthEZ 



1500 



1500 



1500 



1500 



1500 



1500 



90.00 



Due to Provider 



000 



000 



0.00 



000 



opo 



Variable Periodic Rates: 
Daily percentage rate (%) 
Annual percentage rate (%) 
Average daily balance 
Number of days in billing cycle 

Finance Charges & Fees: 
Interest charge 



8% 
30 

$0.00 



1 If you have another health benefit plan which may help you pay your obligations, please call 
HealthEZ customer service. Please have this statement and the other health plan information 
available when you call 



PLEASE REFER TO REVERSE SIDE FOR YOUR RIGHTS OF REVIEW AND APPEAL AND AN EXPLANATION OF TERMINOLOGY 

SAMPLE.cqO 1 jfttuximry 
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